Aim. This study investigates which leadership styles can be identifi ed among general practice lead physicians and how they are associated with and predicted by staff and context characteristics like profession, gender, age, work experience, and team size. Method/material. In a cross-sectional study self-administered questionnaires were distributed to staff physicians (42% females) and support staff (98% females) at 101 primary health care centres in North Norway. A total of 127 and 222, respectively, responded (response rate 59%). Items were ranked on Likert scales (range 1 -5). Results . Analysis revealed three signifi cantly different styles (mean scores/Cronbach ' s alpha): change style (3.36/0.898), task style (3.17/0.885), and relation style (2.88/0.900). The lead physicians were perceived as practising change style the most and relation style the least. Males experienced signifi cantly more of all three styles. Support staff scored lowest for all styles. Age was negatively correlated with relation style and change style, while work experience was negatively correlated with change style. No signifi cant association was found between styles and team size. Conclusion . Leadership in rural general practice can be identifi ed in terms of task, relation, and change styles. Change style is the most perceived style. Males seem to be most attentive to leadership styles. However, within the staff physician group, there is less difference between genders. Support staff scores lowest for all styles; this might indicate either less need for leadership or dissatisfaction with leadership. Age and work experience seem to reduce employees ' attention to relation and change styles, indicating that maturity reduces needs for these leadership styles. Due to growing demands for leaders to take care of effi ciency and change in general practice, more young female physicians, and more diverse staff groups, these fi ndings may be useful to understand leadership and leadership training for general practice.
Introduction
It is generally accepted that leadership is a critical factor in organizations as it may affect goals, visions, strategy, social environment, and work motivation among employees [1] . This understanding also seems to be gaining acceptance in primary health care, as national and international health policy documents underline the importance of leadership for development of care [2 -4] . In Norway both strategic and frontline leadership have been emphasized, but leadership training for medical undergraduates has been limited. The specialities in general practice and community medicine require two and six days of The fourfold goal of this study is to reveal which leadership styles exist among lead physicians, how dominant they are, how these styles are distributed among professions and genders, and how they are associated with and predicted by staff and context characteristics. Revealing data on these issues may help primary medical care to develop adequate leadership training.
In order to meet this goal we sought theoretical support in classical leadership theory defi ning leadership as an attributed phenomenon involving intended infl uence over other people to guide, structure, and facilitate activities and relationships in a group or organization [1, 18] . Leadership is thus not only characteristics objectively held by the leader, but also conceptions and expectations in the heads of the followers. In accordance with such a defi nition, we rely on a contingency approach in order to identify which style is dominant and in demand. Classical leadership theory presents three major leadership styles [1, 9, 10] . First, the task style focuses on goal setting, distribution of tasks, coordination, monitoring, and rewarding. Second, the relation style is occupied with motivation, defi ning visions, coaching, support of individual development, and social maintenance. Finally, the change style focuses on managing organizational change processes through seeking different perspectives and encouraging new ways of improving services.
The contingency approach advocates that leadership style may be due not only to the leader ' s personal and professional qualifi cations, but as much to the conditions the leader faces in practising leadership [1, 11, 12] . Therefore, we expected that staff ' s age , work experience , gender , and professional belonging , along with the size of the team , may infl uence leadership styles [13] . For instance, age and work experience may act as substitutes for leadership, i.e. the older and more experienced the staff, the less need they have for being supported by a leader [11, 13] . Although research on gender differences in leadership style is not clearly conclusive [14 -17] , there seems to be a tendency for males to be more occupied with leadership in general than females, and slightly more oriented towards task and change styles, while females are slightly more relational oriented [1] . Empirical fi ndings hint that organizational members belonging to the same profession will be more attentive to and more willing to accept the lead role of colleagues [18] . This implies that staff physicians may be more attentive to leadership styles in general than, for instance, support staff, because the majority of leaders in general practice are physicians. Finally, research has revealed that the size of an organization or the group being led may infl uence leadership style: the larger the organization or group, the more dominant and task oriented is the leader [1] .
Material and methods
This is a cross-sectional study using self-administrated questionnaires distributed by mail to 101 primary medical care facilities in Northern Norway, a predominantly rural region [19, 20] . A total of 22 leadership style items were constructed on the basis of former scales identifying task, relation, and change styles and adjusted to our PHC context [1, 11, 12] . These items were ranked on Likert scales from 1, strongly disagree or at a very low degree, to 5, strongly agree or at a very high degree.
Altogether, 245 staff physicians and 350 support staff were invited and 127 and 222 respectively responded, which means that the response rate is 59%. Lead physician data were not included in the study, implying that leadership styles are identifi ed solely through perceptions and expectations among employees (staff physicians and support staff).
Data were processed through factor analysis, univariate analysis, t-tests, ANOVA, Pearson product-moment correlation, and multivariate regression analyses. The selection of three components/ factors was done by using Kaiser ' s criterion using factors with an eigenvalue of 1.0 or more.
Staff physicians were 42% female and support staff 99.5% female. Staff physicians ' mean age was 39.6 years, and was slightly younger than the support staff (43.4 years, p Ͻ 0.001). Overall age ranged from 20 to 68 years. Average working experience at the centre differed considerably at 6.3 years for staff physicians ' and 11.6 years for support staff (p Ͻ 0.000). The average number of physicians at the health centres was 4.6, while the average number of support staff was 3.9.
Leadership styles practised by lead physicians in rural general practice are poorly investigated. This study has revealed that:
Styles refl ect general theory but are modi-• fi ed in PHC organizations. The leadership style " Change style " is most
Male staff are most attentive to leadership.
• Support staff experience least of all styles. • Staff maturity, such as age and experience, reduces staff ' s need for leadership.
Results
Factor analyses were used to identify leadership styles. Principal component extraction rotated to a varimax criterion revealed three factors. Cronbach ' s alpha coeffi cient ( α ) was used as a reliability test. The data are presented in Figure 1 .
The fi rst factor, named here " task style " , loaded on items indicating that the leader is occupied with quality, routines, goals, and standards, and also showed interest in delegation. This factor also included dyadic relational behaviour such as emphasizing subordinate dialogue, giving subordinates constructive feedback, and being supportive and considerate towards staff. This style then incorporates items that in other studies are used to form a relational style.
The second factor, named here " relational style " , was formed by items indicating that the leader stimulates cooperation with local co-partners, cooperation with next-level institutions (hospital), and provides information to subordinates from within and from outside the health centre. Thus, this style is somewhat similar to what other studies have identifi ed as a strategic leadership style [1] .
The third factor, named " change style " , was constructed by items indicating that the lead physicians are focused on improvement suggestions and new ideas, implementation of new ideas, and receptiveness to constructive criticism. Thus, this factor is fairly similar to the former operationalization of this style [1] .
Descriptive
The mean style scores for all respondents, professions, and gender are reported in Table I .
The table presents mean style scores within profession and gender groups (rows 1 -4) and scores between different profession and gender groups within each style (rows 5 -6).
Analysis among all respondents revealed that change style scored highest (3.36) and relation style lowest (2.88). All three styles scored significantly differently (p Ͻ 0.000).
Among staff physicians the same distribution of styles was found, but scores were signifi cantly different only between change and task style (p Ͻ 0.000). This is in contrast to the support staff group, which scored signifi cantly differently for all styles (p Ͻ 0.01) though the style score ranking was the same.
Correlation and regression analysis
In order to reveal what may cause the various leadership styles, we carried out bivariate and multivariate analyses. Bivariate analyses were carried out between key background and contextual variables and the three leadership styles for the whole sample. The results are displayed in Table II .
The correlation analyses revealed that staff gender is signifi cantly related to all the three leadership styles, which means that male staff are more associated with all leadership styles than females. Age is signifi cantly negatively related to the relation style and the change style, which means that the older health care employees in all categories are, the less associated they are with these two styles. Work experience is signifi cantly negatively related only to the change style.
A standard multiple regression analysis was performed for all staff and for staff physicians and support staff separately in order to identify factors that could predict the three leadership styles. Independent variables were age, work experience, team size, gender, and profession (see Table III ).
Age was a negative predictor of change style among physicians, which means that the older physicians are, the less need they have for leaders who are occupied with change and development tasks. Moreover, the results confi rmed the importance of gender, as revealed through the correlation analyses. Among support staff, males seem to be less attentive to or in need of change style, although there are few males in this group. Males seem to be more attentive to or in need of task style than females in the sample as a whole and among physicians in particular. Also relation style seems to be predicted by gender, in the sense that males are signifi cantly more attentive to or in need of this style. Neither work experience nor team size seems to have an infl uence on leadership styles in this sample.
Discussion
This study asked what leadership styles could be found in rural general practice, what style dominates, and whether staff perceptions of styles may be due to their own professional belonging, gender, maturity in terms of age and experience, and team size.
For the whole study population, we identifi ed three styles that were statistically highly different (see Figure 1) . However, factor analyses revealed that the task style also included dimensions that traditionally have been subsumed under the relation style, for instance, emphasizing individual staff dialogue, giving constructive feedback, and being supportive and considerate towards staff. The explanation may be that the lead physician in rural general practice is also a clinician and integrated in the team. This facilitates and requires leadership where taskand problem-oriented styles are closely linked with individual relational behaviour. In the sample as a whole, the change style was perceived the most. A reasonable explanation may be that general practice is challenged by demands from patients, the local community, and national health authorities for constantly better quality and effi ciency, as well as demands from internal professional development for good practice. As medical care is undergoing reforms both locally and nationally, focus on change becomes a necessity [3 -6] . Some interesting differences as to the presence of the styles between professions will be commented on (see Table  I ). When staff physicians seem to be more occupied with the change style than the support staff are, this could be explained by the fact that physicians, whether or not they occupy a leadership role, are heavily exposed to changes within their profession. This makes them more used to changes, and consequently more attentive to change processes in general. Also, the staff physician group has a superior position in the team and hence a specifi c responsibility for development processes. In addition, the work of the support staff is possibly characterized more as routine work, and could therefore be in less need of change and hence demands less change style from the leader. Differences pertaining to the relation style between professions may be due to how this style is operationalized. In this study, the relation style focused on cooperation horizontally with other departments and institutions in the municipality as well as vertically with the next referral level. It also included information management along the same axes. This might be less relevant for the support staff. This professional difference is confi rmed by the fact that there is no gender difference within the staff physician group on this style (Table I, row 6) as well as no physician gender difference between task style and relation style scores (Table I, row 4) .
Both correlation and regression analyses show that there is a positive association between specifically male staff and all three styles. This could partly be explained by the general perceptions of leadership being associated with male values. The explanation for the strong link between male staff and perceived task style in particular could be found in the high congruence between this style ' s inclusion of managerial, directive, and problem-focused behaviour, and male values in general, such as emphasizing decisiveness and being results oriented [14, 16, 17] . This gender difference is specifi cally visible within the staff physician group (Table I, row 6) .
Within the staff physician group, the strong link between male staff and task style was also demonstrated, though for change and relation styles, no gender difference was found (see Table I ). The latter might indicate that when both gender groups belong to the same profession, and have the same role, responsibilities, and tasks to perform, it moderates differences in gender-based leadership style perceptions.
According to the results from correlation analyses, staff maturity in terms of age and work experience seems to co-vary negatively with change and relation styles (see Tables I and II) . The explanation could be that age and work experience may be regarded as substitutes for these leadership styles [13] .
Although research in general has shown that the larger the organization, the more task style is performed, our results displayed in Table II found no such associations. This could be due to the overall teams being fairly small [1] .
Despite the low F-values in the regression analyses, which may reduce the generalizability of the results, our fi ndings may still add to the understanding of leadership in primary health care organizations.
Conclusion
The aim of this study was to identify leadership styles in primary medicine, how style perception is distributed between staff and gender, and, fi nally, how these styles are associated with and predicted by staff characteristics and team size.
In conclusion, our study confi rmed that leadership in rural general practice can be identifi ed in terms of change, task, and relation styles. Change style is perceived most by staff. However, due to the fact that leadership in general practice may differ from leadership in traditional organizations, we found that task style also included some relational aspects. This fact may explain why it received a signifi cantly higher score than relational style.
Overall, males are clearly more attentive to leadership than females, specifi cally to task style. However, within the staff physician group, we see less difference between genders. Age and work experience (maturity) reduce the perception of and attention to leadership because these characteristics may reduce the need for leadership.
Since support staff scored lowest on all leadership style, but, at the same time, represent stability, and hence infl uence culture, it could possibly be a good idea to fi nd out whether this is due to the leadership styles themselves, or the actual needs for leadership among these employees.
Taking into consideration the increasing focus on leadership in general practice due to demands for effi ciency and change processes, an increasing number of young female physicians, and more diverse staff groups, these fi ndings represent useful information for the understanding of leadership and a contribution to future training programmes. 
